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LAPAROSCOPIC CHOLECYSTECTOMY AT THE PATIENTS WITH THE ASSOCIATE PATHOLOGY
AND DIFFICULT SURGICAL TECHNIQUES (Abstract): This paper present an analysis made on 1210 cases of
laparoscopic cholecystectomies (LC). From these, 88 patients had associated pathology. The age of the patients
was 11 – 82 yo. The indication for LC was large. In the study group (88 cases), the Acid-Base Balance (ABB),
blood gasses, blood pressure, the central venous pressure (CVP), intracranial pressure (ICP) , inspiratory resistance,
temperature changes and also peritoneal biopsy were examimated. Methods: The multilateral study clinicinstrumental examinations of associate pathology in preoperative period were determined. Determination of the
risk group and patients for LC has been allowed. Results: The CO2 pneumoperitoneum (PP) (7-12 mmHg)
determines changes of the: 1) ABB (intra operator blood pH was 7.37 before and 7.25 after the procedure); 2)
partial carbon dioxide (before 40, after 47); 3) blood pressure; 4) mean CVP (before operation - 6.67±0.17 and
10.73±0.29 after procedure (p<0.01)); 5) ICP (8.65±0.19 mm, p<0.01); 6) inspiratory resistance; 7) temperature
changes (due to the CO2 temperature). The conversion rate was (0,41%): complicated acute cholecystites (1),
dense adhesions (1), the incidence of significant hemorrhage (2), bile duct injury (1). The postoperative mortality
were 0,33% (4 cases) due to pulmonary artery tromboemboly. Billiary lesions during LC occur with a frequency of
0,41% (5 patients): four bile duct injuries and leaks and one case – right billiary accessory duct, were solved
following a reoperation three days after the initial procedure. Wound infection was somewhat more frequent,
occurring in 21 cases (1,74%). The other complications (14 cases) include: subcutaneous emphysema and
insufflations of the preperitoneal space, omentum, or mesentery. Conclusions: LC is a safety technique even in the
patients with associated pathology, but the morbidity and mortality are high. No presumed ductal or vascular
structure should be divided until its anatomical features have been completely demonstrated. If the ductal and
vascular structures are so obscured by dense inflammation then the procedure should be converted to an open
laparotomy. Intraoperative cholangiography will supply the surgeon with accurate detalies concerning the juncture
of the cystic and common bile ducts. To avoid intaoperative bleeding during emergency cholecystectomy it is
important to carefully dissect and identify both branches of the cystic artery as well as the main trunk before any
suspected vascular structures are divided. Often the most difficult sources of bleeding to avoid in patients with
acute cholecystitis is bleeding from the gallbladder fossa.
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MATERIALS AND METHODS

ASSOCIATED PATHOLOGY & AGED PATIENTS

• 1210 cases of LC
• Patients aged 11 – 82
• The study groups – 88 patients with associated
pathology
• Clinical – instrumental examinations:
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BLOOD PRESSURE

CENTRAL VENOUS PRESSURE
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LOCAL EFFECTS OF CO2 TOWARDS PERITONEUM
IN LAPAROTOMY

LOCAL EFFECTS OF CO2 TOWARDS PERITONEUM
IN LC

The reasons for conversion to laparotomy
in five cases (0,41%) were:

Postoperative complications
• Biliary lesions (5 cases, 0,41%)
- four bile duct injuries and leaks;
- one case – right billiary accessory duct;
• Wound infection (21 cases, 1,74 %);
• Subcutaneus, omentum, mesentery, preperitoneal
space emphysema (37 cases, 3,06% ).
• Mortality- (4 cases, 0,33%) Pulmonary Artery
tromboemboly

• complicated acute cholecystites- 1
• dense adhesions- 1
• the incidence of significant hemorrage- 2
cases.
• Bile duct injury- 1

Larger tear generally require closure with either a
suture ligature or a pre-tied laparoscopic suture.

Management of acute cholecystitis.
Operative technique.
• The inflamed gallbladder often proves difficult to grasp and hold,
because the tissues are too edematous and necrotic or the gallbladder
may simply be too distended
• In patients with acute cholecystitis it is often necessary a fifth canula.
• tense, distended gallbladder or hydrops should be partially
decompressed
• Partial decompression allow the forceps to grasp and retract, and also
aid in the exposure of the cystic and common bile ducts.
• The puncture site is then occluded by applying the grasping forceps
• A tear in to the gallbladder should be controlled as rapidly as possible
• If bile or purulent fluid has escaped the peritoneal cavity should be
copiously irrigated.
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The inflammation and edema

This inflammatory attachments can be

of the porta hepatis

removed with blunt dissection

• often severely distort the ductal and vascular anatomical
structures
• The operative dissection begins high, near the fundus of the
gallbladder, and proceeds distally toward the cystic and common
bile ducts
• The dissection is continued close to the wall of the gallbladder
with careful attention given at all times to hemostasis.
• Adhisive attachments to the gallbladder from the surrounding
omentum, transverse colon, or duodenum are carefully exposed
and divided.
• This inflammatory attachments can be removed with blunt
dissection.
• Dense adhesions require sharp dissection using scisors or
electrocautery.

Dense adhesions require sharp dissection

No presumed ductal or vascular
structure should be divided

using scisors or electrocautery

• until its anatomical features have been completely
demonstrated.
• If the ductal and vascular structures are so
obscured by dense inflammation then the
procedure should be converted to an open
laparotomy.
• Intaoperative cholangiography will supply the
surgeon with accurate detalies concerning the
juncture of the cystic and common bile ducts.

To avoid intraoperative bleeding
during emergency cholecystectomy
• Carefully dissect and identify both branches of the cystic
artery as well as the main trunk before any suspected
vascular structures are divided.
• Often the most difficult sources of bleeding to avoid in
patients with acute cholecystitis is bleeding from the
gallbladder fossa.
• It should be controlled immediately rather then waiting
until the entire operative field is obscured.
• Prior to complete dissection of the gallbladder from the
liver the peritoneal cavity should be copiously irrigated
with saline and the operative field examined for any signs
of persistent bleeding or bile leaks.

109

